Introduction
============

Crohn\'s disease is a type of chronic inflammatory bowel disease (IBD) of unknown etiology that may affect any part of the gastrointestinal tract from mouth to anus ([@B1], [@B2]). It typically presents as a recurrent course of patchy transmural inflammation with normal intestinal mucosa in between the diseased part followed by relapses ([@B3], [@B4]). It also manifests with extra intestinal complications most common being arthralgias/arthritis, and cutaneous, ophthalmologic and hepatobiliary manifestations ([@B5]). Smoking is considered as an important risk factor ([@B5]). The treatment of this incurable disease aims at reducing the disease process, decreasing the number of relapses and improving the quality of life ([@B6]).

This case report describes a middle age Pakistani male known to have documented evidence of significant crohn\'s disease since past 18 years. He is diagnosed with multiple fistulas that are a rare entity of patients with crohn\'s disease, which is itself a rare disease in Asian countries.

Case Report
===========

A 39 years old Pakistani male with a past history of significant crohn\'s disease since last 18 years presented to emergency room with severe supra pubic abdominal pain as well as dysuria and pneumaturia since 2--3 weeks in 2014.He also complained of questionable fecal contamination of his urine in same year. He denied the presence of fever, chills, nausea and vomiting in his presenting complains and stated that he had normal bowel movements over the past one week.

The patient stated that he had occasional nausea and vomiting, crampy abdominal pain with bloating associated with meal intake and occasional diarrhea since 18 years leading to significant weight loss of 15 pounds over the previous 1--2 months. He denied any extra intestinal manifestations of his disease.

He was medically managed on infliximab for approximately 10 years but switched later to cetolizumab due to episodes of exaggerations between the doses. The next drug also failed after 1--2 months as he started having acute exaggerative episodes in the last few months. He had pre-operative colonoscopy, a year ago, after which he was recommended exploratory laparotomy with possible resection of diseased bowel and stricturoloplasty by his primary GI doctor but he denied it due to financial reasons. He completed a 2-week course of ciprofloxacin + metronidazole and a week course of prednisone for his symptoms and became asymptomatic with the treatment. One week after completion of symptomatic treatment, he became symptomatic again and was progressively getting worse.

Of all his past record of I.V with oral contrast CT scans, the latest one that was performed approximately a year ago stated that the patient had moderately distended small bowel, compatible with small bowel obstruction, due to significant inflammatory edematous thickening of the terminal ileum. There was also evidence of multiple enteroenteric fistulas. In addition, there was an inflamed small bowel loop inseparable from the superior wall of bladder with presence of gas in the urinary bladder demonstrating evidence of enterovesicular fistula. The overall configuration suggested complications related to chronic inflammatory bowel disease (Crohn's disease in particular) ([Fig. 1](#F1){ref-type="fig"} and [2](#F2){ref-type="fig"}).
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He also had colonoscopy a year ago that showed classical features of chronic inflammatory disease with tubulization in the cecum, ascending colon and proximal transverse colon as well as sigmoid colon and rectum except that there were no ulcerations present. The distal transverse colon and the entire descending colon appeared to be free of obvious disease. A flat carpet like polyp was also seen at ano-rectal junction. Overall pattern suggested of skip lesions with anal involvement classical for crohn's disease.

He was negative for family history of inflammatory bowel disease; however, his mother was hypertensive. He does not drink but was a social smoker positive for tobacco abuse but was not ready to quit. Besides his presenting complains, the review of other systems was normal.
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